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Spontaneous  rupture  leading  to  a  haemoperitoneum  is  a  rare,  although  potentially  mortal
complication  (3  to  15%  of  the  patients)  of  hepatocellular  carcinoma  (HCC).  A  haematoma
of  the  vestibule  of  the  bursa  omentalis  is  a  sign  of  ruptured  HCC  of  the  caudate  lobe  since
this  liver  segment  inverts  in  the  upper  part  of  the  peritoneal  recess.  As  far  as  the  authors
are  aware,  this  article  presents  the  second  case  of  a  ruptured  HCC  of  the  caudate  lobe  in
MRI.
Case report
A  64-year-old  man,  with  medical  antecedents,  consulted  for  a mass  in  the  right  hypochon-
drium  without  pain  or  fever.  The  mass  was  palpated  during  the  clinical  examination.
The  patient’s  general  state  was  not  altered.  The  hepatic  assessment  was  normal  (alka-
line  phosphatase  =  27  U/L,  gamma-glutamyl-transferase  =  18  U/L,  alanine  aminotransferase
(ALAT)  =  12  U/L,  aspartate  aminotransferase  (ASAT)  =  17  U/L,  bilirubin  =  14  mol/L).  An
abdominal  ultrasound  examination  was  then  carried  out  and  detected  a  large  hepatic  mass.
The  level  of  alpha-foeto-protein  was  then  measured  at  2000  IU/L.  An  MRI  was  prescribed
to  determine  the  local  extent  of  this  hepatocellular  carcinoma.
The  MRI  revealed  two  hepatic  nodules  of  the  caudate  lobe  and  the  left  lobe  with  the
characteristics  of  HCC:  hyper-intense  in  T2,  hypo-intense  in  T1  with  enhancement  at  arte-
rial  time  and  washing  at  portal  time  and  late  (Fig.  1).  The  MRI  also  revealed  a  collection
in  the  vestibule  of  the  bursa  omentalis,  in  hyper-signal  T1  and  T2,  indicating  a  secondary
haematoma  at  a  ‘‘contained’’  rupture  of  the  HCC  of  the  caudate  lobe.
Since  the  patient  did  not  manifest  the  signs  of  haemodynamic  shock,  embolisation  was
not  carried  out  immediately.  Surgical  resection  was  not  considered  because  the  tumour
was  in  contact  with  the  large  hepatic  vessels.  Chemoembolisation  was  carried  out.
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Figure 1. MRI in axial section of a 64-year-old patient with ruptured hepatocellular carinoma of the caudate lobe in the vestibule of the
bursa omentalis: a: axial section T2: hyper-intense mass (T) of the caudate lobe of the liver, located between the portal vein (PV) and
the inferior vena cava (VCI). Hyper-intensity (dotted arrow) in the vestibule of the bursa omentalis (LS) located in front of the pancreas
(P) and behind the body of the stomach (S). N2: second HCC nodule in the left lobe of the liver; b: axial section T1 after suppression of
the fat signal and injection of gadolinium at arterial time: heterogeneous enhancement (dotted arrows) of the tumour (T) of the caudate
lobe of the liver extending to the right hepatic lobe. Haematoma of the vestibule of the bursa omentalis (LS). P: pancreas; S: stomach; c:
axial section T1 after suppression of the fat signal and injection of gadolinium at portal time: wash-out of the tumour (T). Haematoma of
the vestibule of the bursa omentalis (LS). P: pancreas; S: stomach; d: axial section T1 after suppression of the fat signal: hyper-intensity
of the clot (dotted arrows) in the vestibule of the bursa omentalis (LS) located behind the body of the stomach (S); e: axial section T2:
tumour (T) of the caudate lobe of the liver, enlargement of the space between the portal vein (PV) and the inferior vena cava (VCI), called
Winslow hiatus. Hyper-intense collection of ﬂuid (dotted arrows) in the vestibule of the bursa omentalis (LS). P: pancreas; S: stomach; f:
axial section T1 after suppression of the fat signal and injection of gadolinium at portal time helping to clearly deﬁne the outline of the
vestibule of the bursa omentalis (LS). P: pancreas; S: stomach. N2: second HCC nodule in the left lobe of the liver.
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Discussion
Hepatocellular  carcinoma  is  the  sixth  most  common  cancer
and  the  third  cancer-related  cause  of  death  in  the  world  [1].
The  spontaneous  rupture  of  a  hepatocellular  carcinoma  is  a
rare  but  potentially  mortal  disorder  with  an  incidence  of  3
to  15%  for  all  HCC  patients  [2].  This  incidence  is  higher  in
Asia  and  in  Africa  than  in  the  occidental  countries  [2,3].
A  HCC  rupture  most  often  occurs  in  patients  with  a
large  sub  capsular  tumour,  without  coating  by  the  hepatic
parenchyma.  The  mechanism  underlying  the  spontaneous
rupture  of  a  hepatocellular  carcinoma  is  not  clear  and  sev-
eral  hypotheses  have  been  advanced.  Either  by  rupture  of  an
arterial  feeder  [4],  or  by  laceration  of  a  superﬁcial  tumour
secondary  to  a  minor  trauma  [5],  or  by  intra-tumoral  hyper-
pressure  secondary  to  an  obstruction  of  the  hepatic  veins
[6].
The  CT  scan  is  the  choice  examination  to  access  HCC  rup-
tures.  The  signs  of  a  ruptured  HCC:  a  haemoperitoneum,  a
peri  hepatic  haematoma,  active  extravasation  of  contrast
products,  an  exophytic  tumour,  a  discontinuity  in  the  hepatic
surface  and  the  sign  of  enucleation  [6].
The  vestibule  of  the  bursa  omentalis  is  a  peritoneal
recess,  located  in  front  of  the  pancreas  and  behind  the
body  of  the  stomach.  By  its  location,  the  caudate  lobe  of
the  liver  inverts  in  the  upper  part  of  the  vestibule  of  the
bursa  omentalis.  Benign  ascites  are  generally  located  in  the
entire  peritoneal  cavity  and  rarely  in  the  vestibule  of  the
bursa  omentalis.  Therefore,  a  neighbouring  disorder,  such
as  acute  pancreatitis,  gastric  ulcer,  haemorrhage  or  peri-
toneal  carcinosis  (of  ovarian  or  gastric  origin)  should  be
searched  for.  The  analysis  of  the  pancreas,  liver,  stomach
and  ovaries  is  of  prime  importance  when  faced  with  an  iso-
lated  collection  at  the  vestibule  of  the  bursa  omentalis.
In  particular,  a  haematoma  of  the  vestibule  of  the  bursa
omentalis  is  a  sign  of  ruptured  HCC  of  the  caudate  lobe
[7,8].
To  the  best  of  our  knowledge,  in  the  literature,  we  only
found  one  case  of  rupture  of  HCC  in  the  caudate  lobe
explored  by  MRI  [9].  However,  as  soon  as  possible,  MRI,  the
choice  examination  for  the  diagnosis  of  HCC,  should  be  car-
ried  out  to  characterise  the  hepatic  nodules  [10].
The  reference  emergency  treatment  for  a  ruptured  HCC
is  arterial  embolisation  [3].  The  predictive  factors  for  sur-
vival  after  embolisation  for  ruptured  HCC  are:  level  of  serum
creatinine  upon  arrival  for  short-term  survival;  location  of
the  tumour  and  level  of  alpha-foetoprotein  for  the  sur-
vival  more  than  30  days  after  embolisation  [11].  Recently,
chemoembolisation,  the  reference  treatment  for  interme-
diate  stage  HCC,  was  described  as  a  treatment  that  may
increase  the  30-day  survival  in  patients  with  ruptured  HCC
[12].  In  addition,  in  cases  of  operated  ruptured  HCC,  it  has
been  demonstrated  that  this  doesn’t  present  an  increased
risk  of  peritoneal  dissemination  than  that  noted  in  patients
with  an  operated  HCC  of  over  6  cm  [13].  In  addition,  the
rupture  of  HCC  is  not  a  factor  of  risk  for  metastic  dissemi-
nation  [14].  The  decision  for  a  systemic  treatment  depends
on  the  ‘‘classic’’  criteria  for  the  treatment  of  HCC  (algo-
rithm  BCLC)  and  its  use  is  not  recommended  in  ﬁrst  intention
for  the  treatment  of  a  ruptured  non-metastatic  HCC.  All
of  the  data  tends  to  show  that  ‘‘semi-emergency’’  arterial
chemoembolisation  is  an  adapted  treatment  for  ruptured
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on-metastatic  HCC  if  the  hepatic  function  enables  it  (treat-
ent  of  the  haemorrhage  and  the  tumoral  disease  at  the
ame  time).
In  conclusion,  the  spontaneous  rupture  of  hepatocellular
arcinoma  is  rare,  especially  in  occidental  countries.  The
upture  of  an  HCC  of  the  caudate  lobe  of  the  liver  is  even
ore  rare  and  a  haematoma  of  the  vestibule  of  the  bursa
mentalis  is  a  sign  of  ruptured  HCC  of  the  caudate  lobe
f  the  liver.  It  is  important  to  look  for  a  neighbouring  dis-
rder  in  case  of  an  isolated  collection  at  the  vestibule  of
he  bursa  omentalis  (acute  pancreatitis,  ruptured  hepatic
umour,  etc.).  Although  the  CT  scan  is  the  choice  examina-
ion  to  diagnose  a  ruptured  HCC,  a  diagnosis  is  possible  in
RI,  in  particular  in  case  of  a haematoma  in  the  vestibule
f  the  bursa  omentalis,  by  analysis  of  the  spontaneous
yper-signal  of  the  haematoma  in  sequences  T1  and  T2.
he  treatment  of  ruptured  HCC  has  two  goals:  to  control
he  haemorrhage  (this  is  the  role  of  arterial  embolisation)
nd  treat  the  tumoral  disease  that,  if  located  in  the  liver,
ay  involve  hepatic  arterial  chemoembolisation  at  the  same
ime.
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